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Abstract
Purpose. Conceptual frameworks for primary care have evolved over the last 40 years, yet little attention has been paid to the
environmental, structural and organizational factors that facilitate or moderate service delivery. Since primary care is now of
more interest to policy makers, it is important that they have a comprehensive and balanced conceptual framework to facilitate
their understanding and appreciation. We present a conceptual framework for primary care originally developed to guide the
measurement of the performance of primary care organizations within the context of a large mixed-method evaluation of
four types of models of primary care in Ontario, Canada.
Methods. The framework was developed following an iterative process that combined expert consultation and group meet-
ings with a narrative review of existing frameworks, as well as trends in health management and organizational theory.
Results. Our conceptual framework for primary care has two domains: structural and performance. The structural domain
describes the health care system, practice context and organization of the practice in which any primary care organization
operates. The performance domain includes features of health care service delivery and technical quality of clinical care.
Conclusion. As primary care evolves through demonstration projects and reformed delivery models, it is important to evalu-
ate its structural and organizational features as these are likely to have a signiﬁcant impact on performance.
Keywords: conceptual framework, organizational theory, performance measurement, primary care, quality of health care
Introduction
Primary care is in a state of evolution. Policy makers who
were preoccupied with cost containment in the early 1990s
are now overwhelmed by a crisis in accessibility to health
care. Concerns about access, particularly with respect to
primary care, are compounded by an aging health care work-
force, the increased prevalence of chronic disease and the
complexities of team-based contemporary practice. In
response, many industrialized nations have begun to exper-
iment with new models of primary care delivery designed to
optimize comprehensiveness, integration and accessibility.
Evaluation of the success of these models requires a compre-
hensive framework.
In this article we describe a framework to conceptualize
the structure, organization and performance of primary
care. The framework blends organizational theory with
existing concepts of service delivery and clinical care and
can be used as a template for a systematic evaluation of
primary care. It arose from a large mixed-methods evalu-
ation of 35 practices in each of four different primary care
delivery models in Ontario, Canada, the Comparison of
Models of Primary Health Care in Ontario project
(COMP-PC). Our work is oriented towards primary care,
deﬁned here as ‘that level of a health service system that
provides entry into the system for all new needs and pro-
blems, provides person-focused (not disease-oriented) care
over time, provides care for all but very uncommon or
unusual conditions and co-ordinates or integrates care pro-
vided elsewhere by others’ [1]. Although we acknowledge
the broader concept of primary health care, with its
additional focus on education, community empowerment
and population health, this paper is concerned with
primary care and its delivery.
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for primary care
Conceptual models of health care have evolved over the past
four decades. Beginning in 1966 with Donbedian’s now
classic work on assessing the quality of health care, most
such models of care have incorporated common elements of
structure, process and outcome [2]. Guided by this frame-
work, there have been a number of efforts to deconstruct
the components of primary care over succeeding decades.
The US Institute of Medicine both developed and reﬁned
deﬁnitions of primary care [3]. Its framework has been used
as a template to plan primary care reform and as a base in
the development of instruments used to evaluate the quality
of primary care delivery [4, 5].
Despite its merit, Starﬁeld [1] highlighted the failure of the
Institute of Medicine’s framework to recognize the character-
istics of varied health service organizations. Her conceptual
framework linked structure, process and outcome through
core dimensions of capacity, performance and health status.
Capacity involved elements such as personnel and facilities,
the organization of services, ﬁnancing and governance. She
saw performance as being represented by four unique features
of primary care service delivery (ﬁrst-contact care, longitudin-
ality, comprehensiveness and co-ordination of care) as well as
ﬁve essential, but not unique features, e.g. medical record
format and three derivative features, e.g. cultural competence.
Like Starﬁeld, Campbell and colleagues [6] acknowledge
the importance of differentiating between individual and
population perspectives of quality. Their succinct conceptual
model viewed individual perspectives of quality as oriented
towards two dimensions, access and effectiveness, with effec-
tiveness having subdimensions of clinical and interpersonal
care. They viewed population perspectives of quality being
measured primarily by equity and efﬁciency.
Subsequent frameworks have begun to identify the
importance of structural or organizational features. Both
Sibthorpe [7] in Australia and Watson et al. [8] in Canada
have highlighted the wide range of organizational contri-
butions from governments to support primary care. These
provisions, such as ﬁscal, material and health human
resources [8], affect the ability of primary care providers to
deliver services from practice settings. These themes were
continued in a recent primary care framework published by
the Organization for Economic Co-operation Development
(OECD) [9]. Although acknowledging core dimensions of
quality, access and expenditure, the group illuminated the
importance of broader dimensions of macro- and micro-
efﬁciency and health care system design, policy and context.
The consensus group found structural measures to be insuf-
ﬁcient to assess safety and effectiveness, and hence excluded
them from its ﬁnal measurement framework. The OECD
Health Quality Indicators project stressed the need for a fra-
mework that reﬂects the complexity of primary care to guide
the selection of indicators [10].
Although many of these frameworks acknowledge the
importance of major structural components of the primary
care system, only recently have important contextual inﬂu-
ences recognized by Donabedian been seriously explored.
Lamarche et al. [11] concluded a comprehensive evaluation of
the inﬂuence of organizational models on primary care out-
comes by suggesting that differences in output are fundamen-
tally related to dimensions such as vision and the practice’s
environment context. This conclusion resonates with recent
ﬁndings that features such as team size and ﬁnancial incen-
tives [12] may have independent effects on quality of care.
There is evidence that organizational factors partly explain
major variations in demanded diagnostic tests [13], referrals
to specialized services [14] and the frequency and timing of
follow-up visits [15]. Investigators have explored the possible
interrelations among medical practices, primary care out-
comes and organizational structure [16], mode of remunera-
tion [16], group style and peer pressure [17], organizational
culture [18] and team cohesiveness [19].
Recent efforts to explain practice variations have tried to
integrate multiple levels of analysis by considering individual
and situational factors. Organizational science offers relevant
concepts and deﬁnitions to facilitate this type of analysis.
Contemporary deﬁnitions of ‘organizations’ have evolved
from a closed-system perspective portraying them as isolated
systems with no interaction with their environment [20] to
an open-system perspective in which they are viewed as a
system of interdependent activities ‘linking shifting coalitions
of participants embedded in wider material-resource and
institutional environments’ [21]. This open-system perspec-
tive encapsulates three distinct levels of analysis: sociopsycho-
logical (the behaviors of individuals), organizational structure
(the structural features that characterize the organization) and
ecological (the organization viewed as an entity operating in a
larger system of relations). Such deﬁnitions and perspectives
can enrich our understanding of primary health care models.
This paper’s central premise is that new concepts in organiz-
ational theory have much to offer in the understanding of
systemic drivers towards quality primary care.
Aim
Our aim was to develop a comprehensive conceptual frame-
work for primary care.
Methods
The framework was determined using an iterative process.
The team (comprising a social scientist, a health program
evaluator, two academic family physicians and a community
health physician) used cycles of expert consultation, narrative
literature review and regular group meetings. We began by
designing a preliminary draft based on previous North
American work [3, 1, 22]. The draft framework was
expanded and reﬁned through several concurrent processes:
(i) Consultation with another group developing deﬁnitions
for dimensions of primary care through a modiﬁed
Delphi process and a face-to-face meeting [23].
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for English-language literature from January 1995 to
January 2006 using the key words ‘conceptual frame-
work,’ ‘analytical framework,’ ‘primary health care,’
‘primary care,’ ‘delivery of health care,’ ‘quality of
health care’ and ‘organizational theories.’
(iii) Comprehensive literature review on each of the major
dimensions from the original framework (e.g. access,
comprehensiveness) and review of documents pub-
lished by Health Canada and the Ontario Ministry of
Health and Long-Term Care as well as current texts
on primary care and organizational management.
Group meetings included a review of the most recent iter-
ation of the framework and deﬁnitions, presentations by
group members on aspects of the framework based on the
literature and discussions leading to consensus on elements
and structure of the framework and linked deﬁnitions.
Following each meeting a revised version of the framework
was constructed, and the process began again.
Conceptual framework for primary care
The conceptual framework is presented in Fig. 1.
Structural environment
The structural domain includes the organizational and environ-
mental features likely to inﬂuence primary care service delivery
[17]. This domain is divided into three main components: the
health care system, deﬁned as the policies, stakeholders (e.g.
public agencies and professional associations) and factors at the
system level that can inﬂuence primary care organizations and
providers; the practice context, deﬁned as the factors at the
community level that can inﬂuence the organization of the
practice and the delivery of care; and organization of the prac-
tice, deﬁned as the structures and processes at the practice
level. These structural attributes align with the individual and
collective capacity to provide services.
Health care system. The health care system or institutional and
resource environments, revolves largely around the inﬂuence of
government bodies and professional associations. These
institutions deﬁne the broad parameters guiding primary care
service delivery. Government bodies exert inﬂuence through
the provision of material and ﬁnancial resources (e.g. payment
methods, support for information technology) and through
speciﬁed governance structures and legal frameworks (e.g.
contracts specifying a mandatory basket of services and activity
reports). Although there have been extensive studies of the
relationships between physician remuneration methods and the
delivery of primary care services [24], the issue of governance
has received far less attention [25].
Even in highly organized health care systems, governance
remains under the guardianship of professional associations.
Their activities in deﬁning codes of practice exert powerful
inﬂuence over the work of primary care practitioners [26].
Both government and professional bodies promote speciﬁc
visions and values about what should be considered ‘good’
delivery and quality of clinical care. Cohesiveness between
the goals, resources, values and governance structures can
inﬂuence how well primary care organizations and providers
respond to system level leadership.
Practice context. Studies comparing the work of primary care
practitioners in different geographical settings provide solid
evidence that context variables can have a profound
inﬂuence on medical practices [27]. We see the primary care
practice context as comprising the characteristics of the
surrounding communities, the availability of other medical
resources and whether or not the practice organization is
part of a network with other services in the area. Although
autonomous practice organizations from the same model
share a number of core characteristics, each setting may be
inﬂuenced by widely differing local factors.
Organization of the practice. The last component of the
structural environment relates to individual practices and the
internal factors that might affect performance. ‘Health and
human resources’ relates primarily to the group composition
and ‘internal’ demography speciﬁc to each practice. It refers
to the aggregate characteristics of team members, such as age,
sex, professional background and skill mix, as a potential
determinant of organizational structure and performance
[21]. For example, studies have shown that factors such as the
ability of practice staff to participate in decision-making
inﬂuences the delivery of preventive services in primary care
settings [28]. The incorporation of the category ‘ofﬁce
infrastructure’ recognizes the potential of different material
and technical elements (such as electronic medical record
systems) to inﬂuence the delivery of services [29].
Finally, ‘organizational structure and dynamics’ refers to how
team members’ co-ordinate and collaborate to perform key
tasks. There is accumulating evidence that (inter) professional
collaboration in primary care organizations inﬂuences the deliv-
ery and quality of services [30]. We included the culture of the
organization under the umbrella of ‘organizational structure
and dynamics’ as a bridging concept between how work is
carried out versus how it should be carried out. Organizational
culture is recognized as an important factor inﬂuencing the
cost and quality of health care [31].
Performance of primary care
The performance domain is divided into two main com-
ponents: health care service delivery, deﬁned as the manner by
which health care services are delivered and technical quality
of clinical care, deﬁned as the degree to which clinical pro-
cedures reﬂect current research evidence and/or meet com-
monly accepted standards for technical content or skill [23].
Health care service delivery. Like Starﬁeld [1], we acknowledge
the importance of four unique features of primary care service
delivery: access, continuity, integration and comprehensiveness.
Each is provided a separate subcomponent in the framework.
Similarly, we recognize the fundamental importance of the
patient–provider relationship (through the concepts of
patient–provider communication, awareness of the whole
person and the family and broader appreciation of the patient’s
culture). Our inclusion of a separate element of trust reﬂects
the increasing acknowledgement of its role in, e.g., promoting
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The importance of relational continuity in improved
preventive care, reduced hospital admissions [34] and reduced
costs [35] is recognized, as is the importance of informational
continuity in a complex health care system [36].
Recent evidence links integration of primary care with posi-
tive health outcomes [37] and its role in facilitating the posi-
tive effects of other components of primary care [1]. In our
framework, service integration has two elements,
co-ordination and collaboration. The former is the ability of a
Figure 1 Conceptual framework for primary care organizations.
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311practice or provider to co-ordinate and synthesize care
received from external sources, such as specialists and other
health care providers from non-health sectors [4]. In contrast,
collaboration has to do with a similar process of linkages
between different providers within a health care organization.
Comprehensiveness remains a critical issue for primary
care, especially in light of recent evidence of declines in ser-
vices offered by primary care physicians [38] with accompa-
nying reductions in the delivery of whole-person and holistic
care [4]. We recognize the core feature of comprehensive
primary care is its ability to ensure the tailoring of services to
health care needs [1]. Our deﬁnition comes from the per-
spective of patient need for services and recognizes the
importance of representing the twin elements of services
offered and services provided [4]. Finally, we include a separ-
ate subcomponent of provider satisfaction, which in recent
studies has been linked to performance [39].
Technical quality of clinical care. The technical quality of
clinical care component has four subcomponents: health
promotion and primary prevention, secondary prevention,
care of chronic conditions and care of acute conditions.
Although not an exhaustive list of activities performed in
primary care, these broad categories reﬂect the traditional
scope of clinical primary care [3]. Clearly, within these
subcomponents are numerous discrete clinical activities.
Tasks associated with some clinical areas cover several
subcomponents. For example, mental illness can be both
acute (as in an acute psychosis) and chronic (as in the
ongoing care of a patient with schizophrenia).
Discussion
Conceptual frameworks are by their nature artiﬁcial. Our fra-
mework for primary care builds on four decades of work in
health service evaluation. We have sought to blend evolving
perspectives of organizational theory with established con-
cepts of service delivery and clinical care. The framework
has been developed at a time when many researchers and
policy makers remain focused on detecting variations in
adherence to evidence-based guidelines, politicians are preoc-
cupied with access to care, and the quality movement is
concentrating on safety. Notwithstanding the importance of
these speciﬁc dimensions of quality, primary care demands
examination through a lens of system theory. Our framework
highlights the importance of incorporating an emerging
understanding of the inﬂuence of organizational factors on
variations in health care service delivery.
Other conceptual frameworks for primary care have tried
to blend population and individual perspectives. We take
Campbell et al. viewpoint that the critical domain of quality
is quality of individual care [6]. Our primary focus on indi-
viduals and primary care organizations is made at the
expense of a population-level framework because we believe
it is likely to be of most value to payers, patients and provi-
ders. It encourages policy makers to look beyond aggregated
measures of quality collected through administrative data-
bases to the contextual and individual dimensions of care.
Although we initially consulted with others with an interest
in health care evaluation, we chose to develop our framework
iteratively, informed by ongoing narrative reviews and emer-
ging qualitative themes from the COMP-PC project. Further
consultation with professional and community interest
groups would strengthen the framework. Finally, our frame-
work is conceptual, not analytic. Although economic con-
cepts of technical, allocative and cost efﬁciency can be
incorporated into an economic analysis of primary care, we
believe that they are not fundamental to the framework,
grounded as it is in theoretical concepts rather than actual
measurements. We therefore do not discuss the outcomes of
performance on the population, payers, providers or patients.
Conclusion
A comprehensive conceptual framework is fundamental to
the valid evaluation of primary care. This framework adds a
new perspective to a complex ﬁeld. Greater understanding
of the structural domain provides opportunities for informed
system change. Past experience suggests a lag between the
articulation of concepts of quality and the development of
valid instruments and political determination to allow robust
measurement of health care systems [6]. Our framework
challenges researchers to develop instruments and analytical
techniques to understand those areas of the framework for
which tools have yet to be developed. The framework pro-
vides policy makers a more comprehensive view of primary
care quality and, in combination with relevant evaluation
methods, assists in decision-making about health resource
allocation and quality improvements.
Acknowledgements
Simone Dahrouge participated in earlier work describing the
framework. Dr. Jeannie Haggerty and colleagues provided a
number of deﬁnitions of key terms within the framework emer-
ging from a Delphi consultation of Canadian primary health
care experts funded by the Canadian Institutes of Health
Research. We thank Gloria Baker for her helpful editing.
Funding
Funding for this research was provided by the Ontario
Ministry of Health and Long-Term Care Primary Health
Care Transition Fund. The views expressed in this report are
the views of the authors and do not necessarily reﬂect those
of the Ontario Ministry of Health and Long-Term Care.
References
1. Starﬁeld B. Primary Care: Balancing Health Needs, Services, and
Technology. New York: Oxford University Press; 1998.
2. Donabedian A. Evaluating the quality of medical care. Milbank
Q 2005;83:691–729.
W. Hogg et al.
3123. Donaldson MS, Yordy KD, Lohr KN, Vanselow NA (ed).
Primary Care: America’s Health in a New Era. Washington:
National Academy Press, 1996.
4. Safran DG. Deﬁning the future of primary care: what can we
learn from patients? Ann Intern Med 2003;138:248–55.
5. Shi L, Starﬁeld B, Xu J. Validating the adult primary care
assessment tool. J Fam Pract 2001;50:161–75.
6. Campbell SM, Roland MO, Buetow SA. Deﬁning quality of
care. Soc Sci Med 2000;51:1611–25.
7. Sibthorpe B. A Proposed Conceptual Framework for Performance
Assessment in Primary Health Care: a Tool for Policy and Practice.
Canberra: Australian Primary Health Care Research Institute;
2004. http://www.anu.edu.au/aphcri/Publications/conceptual_-
framework.pdf (20 July 2006 last date accessed).
8. Watson D, Broemeling AM, Reid RJ et al. A Results-Based Logic
Model for Primary Health Care. Vancouver: Centre for Health
Services and Policy Research, 2004. http://www.chspr.ubc.ca/
ﬁles/publications/2004/chspr04-19.pdf (14 February 2006 last
date accessed).
9. Kelley E, Hurst J. Health Care Quality Indicators Project:
Conceptual Framework Paper. Health Working Papers 23. Paris:
Organization for Economic Co-operation and Development,
2006.
10. Kelley ET, Arispe I, Holmes J. Beyond the initial indicators:
lessons from the OECD Health Care Quality Indicators Project
and the US National Healthcare Quality Report. Int J Qual
Health Care 2006;18(Suppl 1):45–51.
11. Lamarche P, Beaulieu M, Pineault R et al. Choices for Change: the
Path for Restructuring Primary Healthcare Services in Canada. Ottawa:
Canadian Health Services Research Foundation, 2003.
12. Sutton M, McLean G. Determinants of primary medical care
quality measured under the new UK contract: cross sectional
study. BMJ 2006;332:389–90.
13. Davis P, Gribben B, Scott A et al. The “supply hypothesis” and
patterns of clinical activity in general practice: testing economic
and clinical models of inter-practitioner variation. Soc Sci Med
2000;50:407–18.
14. Franks P, Williams GG, Zwanziger J et al. Why do physicians
vary so widely in their referral rates? J Gen Intern Med
2000;15:163–8.
15. Schwartz LM, Woloshin S, Wasson JH et al. Setting the revisit
interval in primary care. J Gen Intern Med 1999;14:230–5.
16. Miller R, Luft H. HMO plan performance update: an analysis
of the literature, 1997–2001. Health Aff 2002;21:63–86.
17. Eisenberg JM. Physician utilization: the state of research about
physicians’ practice patterns. Med Care 2002;40:1016–35.
18. Kralewski JE, Dowd BE, Heaton A et al. The inﬂuence of the
structure and culture of medical group practices on prescription
drug errors. Med Care 2005;43:817–25.
19. Stevenson FA, Greenﬁeld SM, Jones M et al. GPs’ perceptions
of patient inﬂuence on prescribing. Fam Pract 1999;16:255–61.
20. von Bertalanffy L. General system theory. In: von Bertalanffy
L, Rapoport A (eds). General Systems [yearbook of the Society for the
Advancement of General Systems Theory]. Ann Arbor, MI: The
Society, 1956, 1–10.
21. Scott RW. Organizations: Rational, Natural, and Open Systems.
Upper Saddle River, NJ: Prentice Hall, 2003, 29.
22. Canadian Institute for Health Information. Health Indicators
2003. Ottawa: Statistics Canada, 2003. Catalogue no.
82-221-XIE. http://secure.cihi.ca/cihiweb/products/indicators
2003_e.pdf (8 April 2007 last date accessed).
23. Haggerty J, Burge F, Le ´ vesque JF, Gass D, Pineault R,
Beaulieu MD, Santor D. Operational deﬁnitions of attributes of
primary health care: Consensus among Canadian experts. Ann
Family Med 2007;5:336–44.
24. Davis P, Gribben B, Lay-Yee R et al. How much variation in
clinical activity is there between general practitioners? A multi-
level analysis of decision-making in primary care. J Health Serv
Res Policy 2002;7:202–8.
25. Scott RW, Ruef M, Mendel PJ. Institutional Change and Healthcare
Organizations: From Professional Dominance to Managed Care.
Chicago: University of Chicago Press, 2000.
26. Fernandez LA, MartinJM, del Castillo JD et al. Sources of inﬂuence
on medical practice. J Epidemiol Community Health 2000;54:623–30.
27. Blankﬁeld R, Goodwin M, Jaen CR et al. Addressing the
unique challenges of inner-city practice: a direct observation
study of inner-city, rural, and suburban family practices. J Urban
Health 2002;79:173–85.
28. Hung DY, Rundall TG, Crabtree BF et al. Inﬂuence of primary
care practice and provider attributes on preventive service deliv-
ery. Am J Prev Med 2006;30:413–22.
29. Jerant AF, Hill DB. Does the use of electronic medical records
improve surrogate patient outcomes in outpatient settings?
J Fam Pract 2000;49:349–57.
30. Arevian M. The signiﬁcance of a collaborative practice model in
delivering care to chronically ill patients: a case study of mana-
ging diabetes mellitus in a primary health care center. J Interprof
Care 2005;19:444–51.
31. Kralewski J, Dowd BE Kaissi A, Curoe A et al. Measuring the
culture of medical group practices. Health Care Manage Rev
2005;30:184–93.
32. Ahern MM, Hendryx MS. Social capital and trust in providers.
Soc Sci Med 2003;57:1195–203.
33. Thom DH, Kravitz RL, Bell RA et al. Patient trust in the phys-
ician: relationship to patient requests. Fam Pract 2002; 19:476–83.
34. Saultz JW, Lochner J. Interpersonal continuity of care and care
outcomes: a critical review. Ann Fam Med 2005;3:159–66.
35. De Maeseneer JM, De Prins L, Gosset C et al. Provider conti-
nuity in family medicine: does it make a difference for total
health care costs? Ann Fam Med 2003;1:144–8.
36. Haggerty JL, Reid RJ, Freeman GK et al. Continuity of care: a
multidisciplinary review. BMJ 2003;327:1219–21.
37. Grifﬁn S, Kinmonth AL. Systems for routine surveillance for
people with diabetes mellitus (Cochrane Review). In: The
Cochrane Library . Oxford: Update Software, 2001, 4.
38. Chan BTB. The declining comprehensiveness of primary care.
CMAJ 2002;166:429–34.
39. Grembowski D, Paschane D, Diehr P et al. Managed care, phys-
ician job satisfaction, and the quality of primary care. J Gen
Intern Med 2005;20:271–7.
A framework for primary care
313